I n 2000, Colombia endorsed the United Nations Millennium Declaration in which 189 member States agreed to comply with the Millennium Development Goals (MDGs). The MDGs are supported by the principles of equity, equality and humanization as building blocks for human development, the latter being both a goal and a means of State policy. Regarding MDG No. 5-"Improve maternal health"-which established the universal goal of reducing maternal mortality by three quarters between 1990 and 2015, Colombia set the target of reducing the ratio down to 45 maternal deaths for every 100 000 live births, using as a basis the recorded rate for 1998 (1) .
For 2014, the preliminary mortality ratio reported by the Departamento Administrativo Nacional de Estadística (DANE) was 53.4 for every 100 000 live births, representing 344 early maternal deaths, or 85% compliance with the goal (2) ( rate recorded in 2010. This means that the expected maternal mortality for Colombia is 24 for every 100 000 live births (7). However, a series of determining factors that have a negative influence on maternal health still prevail (8, 9) which, if not addressed properly, will slow down the trend observed in the last five years, making the achievement of this objective relatively unfeasible. Consequently, acting on the structural determinants is a high priority (10), the aim being to address inequalities that result in a higher risk of maternal death in the extreme ages of reproductive life, namely among women under 14 years of age (52.4 for every 100 000 live births) and in women older than 35 (140.6 for every 100 000 live births). Other determinants that need to be addressed relate to women living in rural areas (relative risk 2.1) where access is restricted by geographic barriers, security issues, deficiencies in road infrastructure and communications in general; (5) women under the subsidized regime (66% of the cases); and in women with no schooling or just primary education (one out of every three maternal deaths) (10). All of these factors create large regional gaps resulting in reported maternal mortality ratios above 140 for every 100 000 live births in 2014 in departments like Chocó, Putumayo and La Guajira, and unacceptably high ratios greater than 300 for every 100,000 live births in Guaviare, Guainía and Vichada (2).
These inequalities are directly related to weaknesses in the implementation and ownership of maternal health policies. For this reason, territorial entities will have to ensure long-term comprehensive action along the continuum of preconception, pregnancy and postpartum care. This will require commitment with the implementation of all the forms of intervention developed in Colombia within the context of safe motherhood.
Preconception care models have been developed in Colombia (11) in response to the change in the epidemiological profile of maternal deaths, which shows clear evidence of an increase in indirect causes such as oncological problems, heart diseases, neurological complications and autoimmune diseases, among others (4, 12).
Also within this context of public policy, technical standards and care guidelines have been developed with significant input from the academic community and the scientific societies for early detection of pregnancy abnormalities, care of normal and obstructed childbirth under the tenets of humanized delivery (13) , care of pregnant girls under 15 years of age (14), and guidelines for voluntary interruption of pregnancy as provided for under court ruling C-355/06 (15) .
Considering that 60% of the causes of maternal death are associated with the triad of hypertensive disorders, bleeding complications and sepsis (16) , and considering that in 90% of cases there are flaws during the care process mainly as a result of inadequate management of obstetric emergencies (17) , an alliance established in 2010 between the Ministry of Health and the Colombian Federation of Obstetrics and Gynaecology (FECOLSOG) developed a clinical safety model for the care of obstetric emergencies, now in the process of implementation (18) .
This model includes the assessment of the responsiveness of care providers in emergency cases, as well as the detection and analysis of extreme cases of maternal morbidity, as essential elements in identifying opportunities for improvement. This will give new thrust to coverage and quality of care, and will help with the adoption of tools designed to facilitate the implementation of improvement plans, including checklists, flow diagrams for quality management of emergencies, supply kits, and training activities for correct recognition, management and referral under an initiative called "Key practices that save lives".
We may assume that public policy contains all the essential elements to ensure sustained progress in this area. Unfortunately, poverty, mismanagement of resources in the most critical areas of the country (where mortality rates are 14 times higher) (8) , lack of engagement and commitment on the part on some insurers, and inadequate compensation for healthcare providers and practitioners involved in maternal health are associated with failed implementation and ownership of public policy.
It is counterintuitive that although the progress achieved in Colombia in the field of public policy is considered an example to be followed by other countries in Latin America, the continuity of the process is by no means guaranteed, even thought there is clarity regarding what needs to be done (19) .
Consequently, the government must make this a priority focus. It is a source of concern to see that although the reduction of maternal mortality is included among the goals for the 2015-2017 development plan, the inclusion of maternal health actions under a mother-and-child approach as if they were ancillary matters and not an essential component of the effective realization of sexual and reproductive rights, blurs progress towards the guarantee, promotion and protection of women's rights as the cornerstone of all interventions designed to reduce maternal morbidity and mortality (20) . 
